: Open adjustable pressure limiting valve in fully closed position with gas sampling tubing between the base and the control knob of adjustable pressure limiting valve
Dose of propofol for successful insertion of I-gel and laryngeal mask airway
Sir, We read with interest the study by Ashay et al. [1] regarding the evaluation of ED 50 of propofol for successful insertion of I-gel versus laryngeal mask airway. We have a few concerns regarding the methodology of the study.
First, the sample size determination appears a little confusing. The authors initially state in the introduction section that using the Dixons up-and-down method required them to include a minimum of 6 cross-over points. However, in the methodology it is made clear that 30 patients were randomized to each group. When using the up-and-down method, it is not possible to preemptively state the number of patients included. The randomization of patients' needs to continue till 6 cross-overs is obtained. Contrastingly, in the paragraph on statistical analysis, it is also stated that 22 patients were required in each group at a power of 90% and an alpha error of 5%. The confusion is further exaggerated since the major advantage of using up-and-down method is the reduction in required sample size by 30-40%. [2] Second, the determination of ED 50 to depict a "successful" or recommended dose itself may be a little controversial. In clinical practice, to expect that 50% of times, the supraglottic airway insertion will result in less than satisfactory placement of the device may not be clinically acceptable. Since the authors anyways randomized a much greater number of patients than required by the up-and-down method, perhaps determination of ED 95 using another statistical tool such as probit analysis may have been desirable.
Finally, the definition used by the authors to define successful or failed adequacy of the dose of propofol merits discussion. A failure was depicted by the presence of upper airway stimulation, i.e., movements such as jaw tightness or coughing, etc. Since no measure of adequate depth of anesthesia was included, would it not have risked inadequate hypnosis and development of awareness when decreasing the propofol dose? To rely only on stimulation of certain upper airway reflexes for concluding that the dose of propofol was inadequate that appears to challenge the concept of adequate hypnosis during anesthesia.
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Airway obstruction following cervical spine surgery: A diagnostic dilemma
Sir, Airway management in postoperative period depends on clinical skills, understanding of pathophysiology, and imaging modalities.
[1] Here, we describe the management of sudden airway obstruction in a patient who underwent cervical spine instrumentation.
A 59-year-old male with diagnosis of prolapsed cervical intervertebral disc underwent cervical (C3-C4, C4-C5, and C5-C6) discectomy and instrumentation. After routine induction of anesthesia, airway was secured with a cuffed 8.5 mm endotracheal tube under direct laryngoscopy and manual in-line stabilization. Surgery was completed in 5 h with the placement of polyetheretherketone (PEEK) cage under the guidance of C-arm image intensifier. After reversal of neuromuscular blockade, trachea was extubated after confirming sustained eye opening, adequate breathing, good cough reflex, and spontaneous limb movements. Immediately after extubation, the patient had respiratory distress and inspiratory stridor. We attempted bag and mask ventilation with oral airway, but oxygen saturation fell to 80%. Laryngeal mask airway (LMA) was also tried but failed to deliver adequate tidal volume due to high airway pressure and leak. Although oxygen saturation increased to 88-90%, end-tidal carbon dioxide levels reached to 50 mmHg. After a failed attempt of intubation through LMA, lateral view cervical X-ray was carried out using C-arm image intensifier. It revealed prevertebral displacement of PEEK cage from C4-C5 intervertebral space [ Figure 1 ]. Meanwhile, airway was secured with the help of video laryngoscope and bougie to avoid spine movement. A reexploration and replacement of cage with plating were carried out. The patient was electively ventilated and extubated uneventfully next day in Intensive Care Unit.
Most common reasons of immediate respiratory distress after extubation may be inadequate reversal from neuromuscular blocking agents, opioids overdose, laryngeal or bronchospasm,
